cannot be cured by other operations. A colostomy is rarely done for a pelvirectal fistula. When a rare tumour is present such as an operable malignant melanoma a colostomy is done as part of an abdominoperineal excision.
Colostomy in Colonic Surgery
Carcinoma of the colon: The operation devised by Paul of Liverpool in 1895 was a landmark in the treatment of colonic cancer, but this limited resection with a temporary colostomy is now seldom performed. A temporary colostomy is still sometimes required when radical colonic resections are done. Thus it is necessary when marked intestinal occlusion is present. A proximal colostomy should be established at the time of colectomy when much solid fecal material is present in the bowel. Severe local aedema and associated inflammation of the bowel precludes primary colonic anastomosis, and a defunctioning proximal colostomy is required. A proximal colostomy should be established if the anastomosis leaks following a partial colectomy and spreading peritonitis results. Colonic diverticulitis: A transverse colostomy is important in the treatment of complicated diverticulitis. Thus when severe inflammation with a pericolic abscess and cedema of the bowel are present a preliminary defunctioning transverse colostomy is performed, followed in two or three weeks by partial colectomy and later closure of the colostomy. In patients with a perforation, in addition to closure of the perforation, it is usually advisable to perform a temporary defunctioning colostomy. When a vesicocolic fistula occurs, a preliminary defunctioning transverse colostomy is made preparatory to partial colectomy and closure of the bladder. In patients with severe intestinal occlusion a preliminary defunctioning transverse colostomy is performed to relieve it.
In a colon loaded with fxces at the time of partial colectomy it is wise to institute a temporary transverse colostomy to prevent leakage at the anastomosis.
After a one-stage operation for colonic diverticulitis, leakage at the anastomosis may occur, causing spreading peritonitis, when an immediate transverse colostomy should be done.
A colostomy which has been established in a patient with colonic diverticulitis should never be closed without resection of the segment of bowel affected, otherwise the diverticulitis will recur.
Colonic wounds: Colostomy plays an important part in the management of wounds of the colon caused by gun-shot and other missiles. When severe infection of the retroperitoneal tissues is likely, a proximal colostomy should be combined with suture of the perforation and drainage.
When a large wound of the colon is present and the patient's condition is unsuitable for resection, the segment is exteriorized and a dolostomy instituted.
Hirschsprung's disease: A preliminary transverse colostomy has advantages when it is done before removal of the aganglionic part of the colon.
Gastrojejunocolic fistula: Antibiotics have considerably helped these patients and for many colostomy is not necessary. Some patients in a bad condition benefit from a defunctioning colostomy at the hepatic flexure to divert the ftecal stream from the fistula to relieve the gastroenteritis. For several days the colostomy acts frequently, then it settles and the patient rapidly improves. The fistula can then safely be excised and the colon, stomach and jejunum reconstructed.
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Transperitoneal Colostomy
The patient accepts his colostomy on the surgeon's assurance that he will be able to lead an almost normal life. The surgeon must ensure that this is so. Not only must the colostomy function well but it must be free from defects and complications. The patient is spared the details of the dangers and difficulties of the operation and will judge the success of his rectal excision by the colostomy.
The ideal colostomy is a rosette of colon on the anterior abdominal wall, sited so that a colostomy belt is comfortable, and of such a size as to permit the easy passage of a formed stool. It should be possible to insert the full length of an averagesized adult male forefinger into the colostomy without any feeling of constriction to the examiner or feeling of tightness to the patient.-If there is obstruction to the finger, the colostomy is too small. Colostomies are frequently stenosed or the site of a hernia.
I have formed definite views on how a colostomy should be constructed but my efforts often fall short of the ideal. I have found the following technique satisfactory up to date.
Construction ofa Colostomy
Because of the importance of a sound colostomy to the patient and because of the high incidence of complications (some 12 patients a year are admitted to St Mark's Hospital for colostomy revision) the colostomy should be established at the beginning of the operation for rectal excision and not as the last, hurried step at the end of a long and difficult operation. If it is done at the start, the layers of the abdominal wall are in exact anatomical apposition, a state immediately lost after the paramedian incision is made.
At the beginning of an operation the surgeon is more inclined to take time and trouble on what to him is a minor part of the operation. If a crisis arises during the operation, the colostomy is already constructed and the surgeon can terminate the operation quickly. Siting: (1) The colostomy should be sited where a colostomy belt is comfortable and where it can be seen and touched. (2) It should be inside the linea semilunaris on the opposite side to the paramedian incision.
Technique Discs of skin, subcutaneous fat and anterior rectus sheath, 3 cm in diameter, are excised at the outer margin of the rectus muscle. The anterior rectus sheath is sutured to the deep fascia of the subcutaneous fat; this reduces the incidence of subcutaneous hernia. The rectus muscle is divided transversely, care being taken to ligate the branches of the deep epigastric artery. A cruciate incision is made in the peritoneum a little smaller than 3 cm in diameter. The colon is exteriorized through the stoma and the colon edge sutured to the circular skin incision with 8 catgut sutures.
No other fixation of the colon to the abdominal wall is made unless, by an error, too much colon has been resected and the colostomy tends to retract. The colon can be secured by stitching appendices epiploice to the rectus sheath, or passing a glass rod between the colon and its mesentery at the skin level.
Since 1949 I have mobilized the splenic fiexure as a routine procedurethe colostomy, therefore, comes out directly across the peritoneum from the left end of the transverse colon so that the question of the lateral space and its closure does not arise. This technique of transperitoneal colostomy is directed towards spontaneous function and I believe that such a colostomy will act twice a day, after the morning and evening meals. There will be no need for colostomy wash-outs.
When discussing a colostomy it should be appreciated what has been lost with the rectum: (I) The sensory side of defecation.
(2) The control of the voluntary and involuntary sphincters. (3) The expulsive contraction of the rectum itself. (4) The downward thrust of the voluntary raising of intra-abdominal pressure.
All that remains to expel the ftcal contents is the peristalsis and mass contractions of the colon. This being so, it is essential that there should be no obstruction to the colostomy outlet. If there is obstruction the colon will be unable to expel any fmcal residue by its normal propulsive mechanisms and such a colostomy will only act when the whole colon is impacted with feces and intracolonic pressure is raised above normal. This colostomy, if left to act spontaneously, will do so in frequent small amounts and irregularly. Such an obstructed colostomy needs a wash-outwhich makes the colonic contents liquid so that they can then be evacuated through the stoma.
Mr C Patrick Sames
(Royal United Hospitals, Bath)
Extraperitoneal Colostomy
An extraperitoneal colostomy only applies to a terminal iliac or pelvic colostomy. It was devised to avoid closing the lateral paracolic space and so to prevent a small bowel obstruction (Sames 1958, Lancet i, 567; Goligher 1958, Brit. J. Surg. 46,196) . Beforeusingthis methodIfoundit difficult to close this lateral space whether from above or below and it seemed to leave a chance of obstruction of the small bowel by it being caught in the sulcus that was left. By bringing out the bowel extraperitoneally the left paracolic gutter is done away with and no longer exists.
Some surgeons overcome the difficulty by bringing out the bowel in the midline, thus making the space so large that obstruction is unlikely, although not impossible. Incidentally, for a terminal mid-transverse colostomy I would recommend excision of the umbilicus and exteriorizing the bowel there.
In addition to avoiding the risk of obstruction, from strangulation of loops of small bowel in the lateral space, my method avoids the occasions where bowel becomes obstructed and adherent to the under-surface of the colon or its mesentery, where it passes through the abdominal wall. It also avoids a hernia alongside the bowel, which can be an awkward complication in the traditional
